Development and review of vignettes representing older people with cognitive impairment by Mccrow, Judy et al.
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
McCrow, Judy, Beattie, Elizabeth, Sullivan, Karen A., & Fick, Donna M.
(2013)
Development and review of vignettes representing older people with cog-
nitive impairment.
Geriatric Nursing, 34(2), pp. 128-137.
This file was downloaded from: http://eprints.qut.edu.au/55981/
c© Copyright 2012 Elsevier
This is the author’s version of a work that was accepted for publication in
Geriatric Nursing. Changes resulting from the publishing process, such
as peer review, editing, corrections, structural formatting, and other quality
control mechanisms may not be reflected in this document. Changes may
have been made to this work since it was submitted for publication. A
definitive version was subsequently published in Geriatric Nursing, [VOL
34, ISSUE 2, (2013)] DOI: 10.1016/j.gerinurse.2012.12.012
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
http://doi.org/10.1016/j.gerinurse.2012.12.012
1 
 
ABSTRACT:  
This paper describes a process undertaken to develop and review five clinical vignettes to be 
used in geriatric nursing educational research. The purpose of this process was to provide valid 
depictions of delirium and its subtypes and distinguish delirium from dementia. Five vignettes 
depicting hospital bedside interactions between nursing staff, family, and an older patient who 
displayed signs of one of the following conditions: delirium (hyper and hypo-active types 
respectively), dementia, or delirium (both types) superimposed on dementia were constructed. 
Vignette accuracy and reliability was established using a multistage process that culminated in 
formal review by a group of ten international nursing and medical delirium experts. The final 
five vignettes accurately depicted the given scenario as agreed by the experts and were at an 
appropriate level of simplicity and clarity. Given the increased interest in vignettes for both 
nursing research and educational purposes, the described method of vignette development and 
review has the ability to assist other vignette developers in creating reliable  representations of 
their desired clinical  scenarios. 
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Background 
Delirium is a serious yet potentially reversible acute confusional state that commonly 
occurs in older hospitalized people.[1-3] If not recognized and managed appropriately, it can 
lead to poor outcomes and even death.[4, 5] In older people, dementia is by far the strongest risk 
factor for delirium and research suggests that delirium and dementia are frequently seen together, 
with rates as high as 89%  reported.[6]  
Delirium manifests as an acute impairment in cognition and attention with alterations in 
sleep-wake cycles and psychomotor behaviour.[7] Typically delirium is stereotyped as a 
condition associated with agitated behaviours (hyperactive form); however, less obvious 
presentations as seen in the hypoactive type are also significant and are less recognized then the 
hyperactive form.[8, 9] Delirium may also present in a mixed form where it incorporates 
elements of both hyper- and hypo-active presentations.[10] 
In contrast, dementia is a syndrome of progressive cognitive decline characterized by 
impairment in memory, emergence of behavioural disturbances and interference with daily 
function and independence. Both delirium and dementia are highly interrelated and can coexist.  
Coexisting delirium and dementia is referred to as delirium superimposed on dementia.[11, 12] 
Where possible, it is important that there is a distinction made between dementia and delirium 
because of the urgency of investigation and treatment required for delirium, which can be a 
medical emergency.[13]  
In older people delirium is associated with poor outcomes such as decreases in functional 
capacity, falls, rehospitalization and even death.[5, 14-16] Under recognition further exacerbates 
this issue. Nurses are seen as playing a pivotal role in recognition of delirium; however, current 
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research shows that accurate recognition of delirium and delirium superimposed on dementia is 
poor.[11, 17, 18] In response to this poor recognition, studies have identified that education on 
the detection and treatment of delirium for both medical officers and nurses has improved patient 
outcomes.[19-21] However, delirium is seldom addressed in either nursing or medical 
undergraduate educational programs.[22]  
It is therefore crucial that appropriate education is provided so that awareness, 
knowledge, and recognition of delirium can be improved together with patient outcomes. In 
combination with any educational intervention it is essential that appropriate tools are utilized to 
evaluate the effectiveness of the intervention. Such tools include providing stimuli that can be 
used to assess intervention outcomes such as delirium knowledge and/or skill attainment.[23, 24] 
Vignettes represent an appropriate tool for the purpose of simulating clinical presentations. 
Vignettes are short scenarios that describe a scene, such as a bedside interaction between 
nurse and patient, about which questions related to clinical practice can be asked. A priori 
decisions about vignette content  can be made; for example, to ensure that they depict patients 
with or without signs and symptoms of delirium or dementia. Vignette content can be: a) 
standardized so that the effect of the educational intervention on the same depicted clinical 
scenario can be examined across individuals; and, b) controlled, so that specific cues or 
information can be included and the effect of these factors on clinical skill or knowledge can be 
tested.  When rare or difficult to research phenemena are being studied, vignettes can be used 
without needing to wait for specific presentations to occur.[25] In the case of delirium, this factor 
is important because delirium is a fluctuating disorder and capturing the desired scenario in real 
life may be time intensive and costly. Additionally, obtaining consent from cognitively impaired 
people and/or their proxies may at times be difficult. However, these issues can be addressed 
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through the use of vignettes.  It has been shown that  when vignettes  accurately portray the 
phenomena of interest, they perform close to  the reference standard of  real patients  in terms of 
measuring responses and quality of care provided by health care workers to specific clinical case 
scenarios.[26]  
To date, there is little published nursing research using vignettes as a means to  measure 
improvments in ability to recognize delirium, in response to delirium educational programs.  To 
our knowledge, only one previous suite of evaluated delirium vignettes has been developed. This 
suite was developed by Fick and colleagues.[11] As a precursor to a repeated measures 
evaluation of a delirium educational intervention two sets of vignettes representing the same 
medical conditions were required. Thus we developed an additional suite of vignettes, 
representing the same diagnostic scenarios, to be used in conjunction with the original vignettes.  
Although vignettes are used extensively for educational and research purposes, there is 
little discussion in the literature surrounding the process undertaken to develop and validate the 
vignettes. Publications ocassionally identify that the vignettes had been derived from personal 
clinical practice or had been subject to pre-testing or expert review however, the way the testing 
is undertaken is not clearly explained.[27-30] Further,  a recent article about vignette 
construction identified that an independent panel, with expertise in the field, should be used to 
“rate” the vignettes.[28] As identified by early vignette researchers, it is vital that when vignettes 
are used as a principle method of data collection that they are developed in a rigorous and valid 
way to ensure reliable results.[31] 
This project was important as a search of the literature identified a gap related to 
outlining clear, systematic approaches to vignette development, and in particular scope to 
develop new delirium vignettes. Consequently, we have addressed this gap by clearly articulating 
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a rigorous development process using an expert review method to establish such vignettes. 
Importantly, given the overlap between dementia and delirium, the two delirium subtypes, and 
the need to capture a situation that could test discrimination against dementia it was important 
that clinical scenarios representing delirium subtypes and dementia were developed.  
Aim 
The purpose of this paper was to describe the systematic development undertaken of a 
suite of five delirium vignettes that could be used for future geriatric nursing educational and 
research purposes.  
Methods and sample 
This vignette development process was conducted in 2009-2010. In addition to the 
research team, two groups of participants were utilized in different stages of the vignette 
development process: geriatric specialists (n=2) and delirium experts (n=17). The geriatric 
specialists were currently practicing Australian medical clinicians and these participants 
provided an initial independent review of the vignettes.  The seventeen delirium experts were an 
international mix of doctors and nurses.  Experts, who provided the major review of materials, 
were purposely chosen on the basis of their delirium specific conference presentations, 
publications, research and clinical practice activities. These activities and their qualifications and 
experience ensured that ‘experts’ had a high level of delirium and dementia knowledge and 
experience required to undertake the evaluation process. Of this group two delirium experts 
replied that they were unable to participate because of work commitments, providing an initial 
response rate of 88%. However one expert withdrew because of a change in work status and a 
further four experts did not provide vignette feedback leaving a final sample of ten experts. No 
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demographic data were available from the refusers and non-respondents. Characteristics of the 
expert sample are outlined in Table 1.  
Most of the experts were currently engaged in some clinical work as part of their 
employment (n=9). The average clinical  work time of these experts was 19 hours (SD=16.69) 
each week. Of the nine people who were clinically active, they estimated that they reviewed up 
to ten patients with delirium each month (M=5.6, SD=4.42). Seventy per cent of the experts were 
currently undertaking specific delirium-based research. Further, whilst only one of these experts 
(10% of the sample) claimed to have had received any delirium specific education during their 
undergraduate training, all of them had previously or were currently providing delirium 
education to nurses, doctors, allied health professionals, undergraduate students or  the general 
public. These experts reported obtaining or maintaining their delirium expertise through a variety 
of means, including attending conferences (90% of the sample) and undertaking post gradution 
courses (50% of the sample).  
The expert sample was re-approached to provide a further review of the vignettes once 
modified on the basis of their inital feedback.  Seven of the experts provided feedback on the 
revised vignettes (70% response rate).  Comparisons of baseline characteristics between the 
experts who participated in the second review process and those who did not, showed no 
statistically significant differences as displayed in table 2. 
[INSERT TABLE 1 AND 2 about here] 
Analysis 
All demographic information from the experts was analyzed using descriptive statistics 
and simple percentages. Differences between the experts who completed only the first review 
and those who completed both the first and second reviews were performed using Independent 
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Sample t-test testing for continuous dependent variables and Fisher's Exact Test for categorical 
variables. Percentage counts were used to describe the results from the expert reviews.  
These and the other data analyses reported in this study were performed using the 
Predictive Analytics SoftWare (PASW®) version 18.0. A level of p<.05 was considered as 
significant for comparisons between the two groups of experts. 
Ethical approval was granted by the Human Research Ethics Committee of Queensland 
University of Technology, Australia. All participants provided written informed consent.  
Vignette development 
Initially five hypothetical vignettes were drafted by one of the authors; a delirium nurse 
expert (JM). Careful consideration was given to the content of the vignettes so that they: a) 
closely related to real clinical events, and; b) included information that would facilitate delirium 
recognition if assessed using an established standardized tool; the Confusion Assessment Method 
(CAM).[32] That is, each vignette illustrated the CAM features of acute onset of symptoms with 
a fluctuating course plus inattention and either disorganized thought processes or an altered level 
of consciousness.  Given that the CAM is the most extensively used delirium screening tool 
identified in research studies it was considered the most appropriate measure for this purpose.  
Next a discussion and review process that also involved the other research team members 
(EB a dementia nurse expert, DF a delirium nurse expert and KS a clinical neuropsychologist) 
was instigated. This review was undertaken to ensure accuracy of symptom presentation and 
clinical relevance of each vignette. The vignettes were revised until all team members agreed 
that the vignettes represented a clinically accurate and plausible bedside interaction between a 
nurse and a patient with one of the five target conditions.  These conditions were a) hyperactive 
delirium, b) hypoactive delirium, c) hyperactive delirium superimposed on dementia,  
8 
 
d) hypoactive delirium superimposed on dementia and e) dementia.    
External review of vignettes 
Two external review processes were undertaken in this project. For the preliminary external 
pilot review process we used two geriatric specialists as noted previously. These specialists 
provided feedback about the time it took to complete the vignette review process and a general 
overview on the format of the vignettes.  
The main review and evaluation was undertaken by the panel of international delirium 
experts. All communication between the researchers and these experts was via electronic mail. 
Demographic data was collected from each expert and they were asked to blindly and 
independently evaluate the five vignettes using a specific questionnaire (Figure 1). Included with 
the questionnaire were instructions detailing the process they were to evaluate the vignettes. The 
review questionnaire sought ratings of: a) the plausability of the vignettes (for example, does the 
description of the patient’s behaviour sound plausible?), the clarity of the vignettes/likelihood 
that they could be open to mis-interpretation;  the complexity of the case; the presence/absence 
of CAM indicators of delirium; and the likely diagnosis. Additionally, the experts were asked to 
comment on any omitted information (details that they thought would have clarified the 
diagnosis) and to offer suggestions on changes to improve the vignettes.  
We sought to discover if each vignette showed what it was intended to depict, therefore 
the questionnaire included items aimed at matching each vignette with an appropriate diagnosis 
and  delirium identification criteria using the CAM.[32]  The CAM consists of nine 
operationalized Diagnostic and Statistical Manual of Mental Disorders (DSM) III-R criteria[7], 
with a diagnostic algorithm based on the four essential criteria of: 1) acute onset and fluctuating 
course, 2) inattention, 3) disorganized thought processes and 4) altered level of consciousness. A 
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positive diagnosis of delirium is made if the person has both features 1 and 2 plus either 3 or 
4.[32]  The CAM was originally validated against clinical diagnosis by psychiatrists using the 
DSM III-R criteria,[33] and has excellent inter-rater reliability (kappa = 0.81–1) with high 
sensitivity (94%–100%) and specificity (90%-95%).[32]  
 [INSERT FIGURE 1 approximately here] 
From the information we received from the experts we initially looked at their responses to 
question four and five. If the vignette failed to fulfill all necessary elements of the CAM and/or 
their diagnosis did not match what the vignette was intended to depict, changes were made to the 
vignette. Next we reviewed ratings from the experts from the plausibility, clarity and simplicity 
ratings.  As identified in previous research, the more experts used in review processes the less 
likely it is to have perfect agreement between all experts. Therefore, we choose to use a 90%  
cutoff. For example if  90% of the experts rated the patient’s behaviour as plausable we took this 
as indicating that no changes were required for this element within the specific vignette. The 
optimal response for clarity ratings was a high level of clarity however ratings of moderate 
clarity suggested only minor revisons were needed. To ensure appropriate levels of simplicity of 
each vignette it was required that 90% or higher percentage of reponses rating the vignette as 
appropriate level of simplicity. Any vignette that was scored as less than the cutoff required 
some refinement. Comments and responses from all reviewers (experts and geriatricians) were 
utilised to inform changes. 
Following revision the vignettes were again reviewed by a subset of the panel of international 
experts.  The same questionnaire was used for this re-review, but the order of presentation of the 
vignettes was changed.  
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Results 
From the preliminary pilot review by the two geriatric specialists it was established that 
the vignette validation questions were clear and understandable by their reponses to each 
question. Completion time of questionnaires was approximately five minutes for the 
demographic questionnaire and approximately 30 minutes for the vignette validation 
questionnaire. Additionally, the geriatric specialists provided initial information around the 
relevance of some included information.  
As shown in the results (table 3), vignette three (Dianne) representing a person with 
hypoactive delirium superimposed on dementia was rated poorly by the experts.  In total 10% of 
the experts rated it as not displaying all elements of the CAM (indicating positive for delirium) 
and 40% were unsure as to what diagnosis it was meant to depict. The experts who were unsure 
about the diagnosis questioned whether it represented someone with depression or a hypoactive 
form of delirium. Interestingly this is commonly what happens in real life and as cited in the 
literature the hypoactive form of delirium is often misdiagnosed as depression.[34-36] 
Vignette five representing a person with dementia (Evan) was rated by one of the experts 
as not accurately depicting the desired scenario. Additionally, 50% of the experts thought it was 
too simplistic. The remaining vignettes were rated by the experts as representing a person with 
delirium with all fulfilling the necessary elements of the CAM. However, 20% of the experts 
indicated that vignette one (Anne-hypoactive delirium) delirium had limited clarity. 
Additionally, vignette two (Charles) representing a person with hyperactive delirium was rated 
by 20% of the experts as too simple; however, the majority thought it was at an appropriate level. 
The majority of the experts (≥ 90%) agreed that in all vignettes the description of environmental 
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factors, and the patient’s and relative’s behaviour (where applicable) were fairly typical and 
believable.  
Revision of the vignettes 
To improve clarity and readability of the vignettes removal of unnecessary (extraneous) 
information and restructuring of some of the sentences was undertaken.  Appendix one displays 
all vignettes both pre and post expert review and identifies the changes undertaken.  
Vignette one (Anne) which represented a person with hypoactive delirium, required 
inclusion of further delirium risk factors and increasing the age to improve clarity.  
Vignette two representing a person with hyperactive delirium (Charles) was thought to be 
too simple by some of the experts; however, no additional comments were provided by these 
experts to assist with increasing the complexity. Therefore the researchers increased the 
complexity of the vignette by adding some collateral information including past medical history 
and presentation of symptoms. Additionally, clinically relevant descriptions of behaviours as 
might be observed during a hospital admission were included. 
As stated previously some experts were unsure as to the diagnosis of vignette 3 
representing a person with hypoactive delirium superimposed on dementia. This uncertainty 
centred around the fact that the scenario was misinterpreted as someone with depression. To 
achieve the desired outcome an additonal statement was added, stating “when questioned about 
depression the family stated that she had no history of depression but her memory had been 
gradually getting worse”.  Additionally, the words “not paying attention” were changed to “does 
not appear to be listening to what I am saying”. To further improve the diagnostic agreement for 
this vignette, the patient’s age was increased, plus a statement was added that reflected the 
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delusional false beliefs sometimes displayed as accusations of theft in a person with 
dementia.[37, 38]   
Vignette four (Brian) was rated highly by the experts however some changes, as 
displayed in Appendix one, were undertaken in response to suggestions by the experts.  
To improve diagnostic criteria and clarity of vignette five (Evan), which represented a 
person with dementia, several changes were undertaken.  The specific problems in the dementia 
vignette identified by the experts were: a) it was difficult to assess the type of dementia and b) 
The vignette did not identify if it was a pre or post operative context. To increase clarity of this 
vignette the time course was stated (preoperative) plus age was increased and additional 
behavioural information was added. For example; a) gets increasingly frustrated attempting 
crosswords, and b) has been occurring slowly); however no additional information to enable 
further characterisation of dementia was added as only a broad diagnostic category was expected 
for this condition.   
Following these changes the second review by a subset of the experts revealed  
unanimous agreement that the vignettes were plausable, at an appropriate level of simplicity and 
accurate and reliable representations of the desired concept.  
[INSERT TABLE 3 about here] 
Discussion 
The aim of this project was to articulate the development and expert review of five 
vignettes of people with delirium +/- dementia and dementia. To ensure the vignettes developed 
were readable and representative of the given scenarios a group of international delirium experts 
were involved in the vignette review process.  
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A review of literature found an extensive body of information identifying methods for 
developing and validating questionnaires, assessment tools and survey items. However, despite 
their growing use in academic, research and education fields an extensive description of a robust 
vignette development and review process was lacking in the literature. Authors often state that 
the vignettes have been developed using experts with relevant experience (often only a small 
number) but there are limited underlying descriptions of how the experts performed the review 
process. The lack of explanations about these processes used leaves the reader wondering about 
the development process and the steps taken to ensure the vignettes were in fact representative of 
the desired clinical scenario.   
We have addressed this limitation by documenting a systematic  process for the 
development and review of  five new delirium and dementia vignettes.  The systematic process 
initially involved creation of vignettes using available delirium literature plus clinical and 
knowledge expertise of the developers. Next the vignettes and the evaluation and review process 
were pilot tested to establish time frames and identify any obvious issues with any of the 
vignettes. Thenan intenational group of delirium experts provided valuable insights into the 
strengths and deficiencies in the original draft vignettes. A final step was to have the vignettes 
re-reviewed by a subset of the international delirium experts that culminated in our final set of 
vignettes. Importantly the vignettes were established and reviewed against “gold standard” 
delirium assessment and recognition criteria.  
Results from this study demonstrated that the final vignettes developed were realistic 
representations of the required delirium +/- dementia domains for each scenario. However, 
several changes were required before the five vigettes passed the testing procedure.  If we had 
not proceeded to independent blind expert review, these vignettes would not have scored as 
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highly as accurate representations of the clinical scenario, demonstrating the value of this 
interative approach.  Further by specifying the size, composition, location, and background 
characteristics of our experts others can assesss the adequacy of our process, which is  important 
if future users are to be able to evaluate the suitability of these vignettes for other applications.   
A possible criticism of this study is that the  process was specifically targeting selected, 
primarily geriatric delirium-based case scenarios. Given vignettes are representations of real life 
scenarios it would seem impossible to develop one set of validation questions to suit all clinical 
scenarios. However, the steps undertaken within this study are certainly transferrable to future 
vignette development processes simply through changing the desired diagnostic criteria to which 
the vignettes are to be evaluated against. 
Another limitation of this study may be use of experts in evaluating clinical scenarios that 
will be used by non-delirium experts and it is possible that these scenarios would not be rated as 
accurate depictions of these clinical presentations as a measure of knowledge. The researchers 
addressed these issues by ensuring the vignettes were representations of potential clinical 
scenarios that non-delirium experts may experience at any time in clinical practice.  
The vignettes were initially developed so that they could be used in research as a measure 
of nurses’ ability to recognise delirium, delirium superimposed on dementia and dementia. Wider 
applications may include geriatric nursing education applications, however prior to using them as 
an educational tool they must be validated in a sample of people who are not delirium experts, 
such as students who are learning about delirium. 
Conclusion 
This paper describes the results of a review process that was used to develop a set of 
delirium vignettes. Currently studies that have investigated validation of clinical vignettes are 
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extremely sparse and this study offers important insights into specific vignette validation 
processes. This project shows that even though the first draft of the vignettes that were developed 
by the research team, using expert clinical experience and a thorough review of the literature 
appeared reasonable, formal review of these materials by an independent group of delirium 
experts revealed flaws in the scenarios.  Further, the use of an iterative review process led to 
their improvement. Expansion of this suite of vignettes may be useful for future research. 
The significance of this project is that it clearly outlines a vignette development and 
review process. It identified that the complete process was crucial to ensure each vignette 
acurately represented the intended clinical scenario so that they can be used in future 
applications, such as testing nurses’ ability to recognize different delirium subtypes. 
Additionally, the involvement of a group of international delirium experts who come from 
nursing and medical backgrounds broadens the potential for international use of these vignettes 
within a variety of research and educational projects.   This study may assist future vignette 
developers in their quest to develop clear and concise representations of the desired clinical 
scenario.   
Finally, it is also important to state that this project actually represents a initial step in a 
rigorous vignette development process, and that further work is needed to determine if these 
vignettes serve their intended purpose; that of providing a suitable stimulus around which 
training and intervention programs to improve delirium recognition may be based.  We have yet 
to  determine if the targets of such interventions, which could include students, practicing nurses, 
and other health professionals, find these materials readable, for example, and this further work 
is important.  Vignettes are not an ends in themselves but like other research materials, including 
tests and questionnaires, they need to be developed using a considered and careful approach.  If 
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this occurs, it may encourage others to focus their interventions around the same well developed 
stimulus materials, thereby increasing the generalizability of the interventions that may follow. 
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